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The rapid scale up of antiretroviral treatment (ART) and HIV care across Africa over the past five years has provoked an important and lively debate about the merits and the impact of harnessing community support in advancing the continuum of prevention, treatment and care in relation to effective collaboration. The major decreases in international funding designated for HIV/AIDS programmes from the US President's Emergency Plan for AIDS Relief, the Global Fund to Fight AIDS, Tuberculosis and Malaria, and a range of other donors has raised concerns about how reduction in funding could impact existing services [1, 2] .
On the other hand, some have argued that the reduction funding for HIV offers an opportunity to leverage scarce resources. It is still common in Africa to see Clinics and community-based organizations (CBO's) continue to operate in silos due to limited structural mechanisms, opportunities and or entry points that effectively facilitate, coordinate and support meaningful engagement between them. Health facilities and their staff resources are often overextended and lack the capacity and skills to engage and integrate communities within health service planning and delivery. From a community perspective, many CBOs have limited technical and organizational capacity (which is compounded when they are excluded from health service decision-making and programme planning), contributing to a power differential that can often lead to a conflicting versus complementary relationship.
The pervasive impact at the frontline of service provision is that community is not understood or acknowledged as a critical and equal partner by health facilities. Although CBO's have value to add around demand generation, adherence and retention support, Equally important is that practitioners on the ground can increasingly recognize that quality HIV care cannot be provided without improving access to, and uptake of Adolescent Sexual Reproductive Health Services, HIV counselling and Testing, FP and referrals. The Zambian experience with integrating adolescent -friendly sexual and reproductive health services into HIV treatment and care, described in this paper, provides evidence that CBO/Clinic collaboration strategy can simultaneously strengthen both HIV/ AIDS services and the broader health system in which those services are embedded. This approach ensures joint health system and community ownership and participation in planning and execution of activities, and builds operational bridges between the clinic and the CBO. Clinic/community models should ensure that power differentials are minimized through ongoing support and jointly-established goals requiring the full participation of both clinic and community. Community support can contribute considerably reducing death rates and produce better overall ART outcomes. Communities could largely play an important contributory role in countries desperately trying to scale up ART with limited resources [5] .
To improve access to, and uptake of Adolescent Sexual Reproductive Health Services, HIV counselling and Testing, FP and referrals, with specific emphasis on dual protection and condom use were integrated in the counselling process at the Youth Friendly Corner site. Youth -friendly services are services that all adolescents and young people are able to obtain, and these services must meet adolescents` expectations and needs and improve their health.
With support of Pride Community Health Organization and other partners, in collaboration with the Kafue District Medical Office, secured a room to be used for provision of Adolescent -Youth Friendly sexual and Reproductive Health Services integrated into HIV treatment and care. Peer educators were trained by the Kafue District Medical Office and assigned to disseminate HIV and AIDS information and refer young people for services. Some of issues that were discussed by their peers in these sessions were adherence counseling, contraceptive counseling, safer sex practices, and family support systems. Peer counselors play a very important role by acting as role models, raising awareness, and being visible in the community [6] . The level of education for most of these educators who were implementing this project was secondary school. Human resource shortage has placed a heavy burden on the few health care workers available at designated health facilities in our country [7] .
ART and TB nurses provide services within the center reducing the long process of adolescents passing through different departments. Peer educators also conduct community awareness meetings in schools and other Hotspot sites such as bars and taverns and conduct home follow-ups to adolescents who miss their clinic appointments.
The one-stop shop is a separate two-room structure for adolescent services, and is based at the Kafue Estates Health Facility which is located in Kafue Estates community 5 of Kafue district. The health facility caters for urban and peri-urban areas around the catchment zone. One room is designated as a private consultation room, and the other a communal information room for group meetings and SRH information dissemination (including a television and information, education and communication materials). The space is decorated in color and intended to be appealing to adolescents. Two dedicated nurses have been are assigned specifically to the provision of adolescent-friendly SRH services in the space. Materials and Methods mitigation of stigma and discrimination, and design and implementation of innovative community-based service delivery models, they continue to experience isolation and segregation rather than clinic-CBO collaboration, co-ordination and co-operation. There is sufficient evidence that community based support has helped in prevention and also provision of care for HIV and other diseases in Southern Africa [3] . Community Health Workers play an important role in supporting retention in care through defaulter tracing, adherence counseling and collection of drugs from service points. There are many community based support models but the most notable ones are adherence support to ART by CHWs, either during home visits or through mobile phone reminders. This type of a model increases adherence support within community settings. Recent studies have indicated that the support of close relatives is fundamental in coping with HIV/AIDS and in accessing the emotional and material support necessary for sustained adherence to treatment [4] .
The Setting
From January 2015 to December, 2015: 889 adolescents boys, girls, young men and women 15 -24 years were reached with HIV and AIDS information and 441 were referred and successfully tested for HIV. A total of 40 adolescent girls, boys, young men and women who tested HIV positive were put on Antiviral vital treatment. (14 boys, 10 young men, 16 girls and 10 young women). 47 adolescents and young people (21 girls and women and 26 boys and men) were also referred for STI screening, and 101 were referred for Voluntary Medical Male Circumcision. Peer Educators also distributed a total of 17, 238 condoms at the AdolescentYouth Friendly "One Stop Shop" [8, 9] (Figure 1 ).
There are of course, ongoing challenges to successful integration. The challenges of adolescent ART adherence and SRH are complex and situated within the contexts in which adolescents live. Many factors outside of the intervention site, such as the home and community, impact adolescent health. Child abuse, rape, gender-based violence, forced marriages and HIV stigma are barriers to adolescent SRH and service access. These challenges are compounded by multiple additional stressors such as poverty and unemployment, and impact care giving and household resilience [10, 11] .
Some of the limitations which were encountered were; the sample group in the research study was limited to a small number of adolescents' living with HIV, therefore, the findings may be an unrealistic representation of the entire adolescents' population. Our programme hoped to have an equal number of both boys' and girls'' adolescents' living with HIV answering the questionnaires, unfortunately however, due to the exceedingly higher percentage of girls'' adolescents' living with HIV, in comparison to male adolescents' living with HIV, and accessing ART services at the facility, these expectations were unattainable. Another limitation was due to the personal nature of the research there was no guarantee that the participants were completely honest when answering all the questions.
Workforce shortages continue to be the single greatest challenge to scale up, and adding HIV care tasks to overburdened staff may raise concerns about quality [12] . Facility based training for health staff can be useful to support more efficient human resources management, but further evaluation is necessary to measure quality improvement. It is hoped that integration will bring additional efficiencies overall that can help mitigate the effects of human resource constraints on quality and sustainability of services [13] . The use of HIV-focused funding to increase numbers in the overall health workforce is increasingly essential to scale up success.
Adolescents accessing the one-stop shop benefited from improved, Retention in care; access to an increased range of adolescentfriendly SRH services; environment and separate space to meet, share and access services; knowledge of SRH, HIV and adherence; health outcomes, including virological suppression; household members tested for HIV; stigma-free environment and improved health provider attitudes; and psychosocial support. The clinic and CBO benefited from: dedicated resources to reach and serve adolescents; increased insight and sensitivity to the lived experiences of their adolescent patients; increased numbers of adolescents accessing and retained in services; improved adolescent health outcomes; a formal agreement and working relationship between the clinic and CBO; improved clinic and CBO capacity to reach and return adolescents who had been lost to care; increased caregiver engagement and disclosure to adolescents; and more positive health provider attitudes.
Discussions
The sample of this study were adolescents 15 -24 years, and the criteria used was because adolescents and young people represent a significant demographic and socio -economic force, and are a major factor in influencing public health trends. They are highly affected by various health problems, including communicable and non-communicable diseases such as STI`s, including HIV and AIDS, and behaviour related problems. Adolescent girls 15 -19 years account for 4.9% of new HIV infections in Zambia (ZDHS 2013/14) [8] . However, often adolescent girls most affected by HIV are unable to access HIV and sexual and reproductive health (SRH) services including family planning, sexually transmitted infection (STI) screening and treatment mainly because of HIV related stigma and discrimination.
